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FranceWe read the article by Obembe et al [1] with great interest.
In the study of 90 stroke patients, the authors found that
the severity of motor impairment and depressive symptoms
were predictive of impaired community reintegration [as
assessed according to the 11-item Reintegration to Normal
Living Index (RNLI)]. However, we would like Obembe et al
to clarify a couple of points.
First, the article lacks information about the population
studied. The RNLI score should also have been analysed as a
categorical variable. The best cut-off value would have been
selectedbybuilding a receiver operating characteristic curve;
this would have enabled Obembe et al to add a table con-
taining all the clinical variables mentioned in the methodol-
ogy section of their paper and compare patients with and
without impaired community reintegration. More specifically,
it would be particularly interesting to see some details of
activities of daily living (such as the return to work) because
Obembe et al’s study population was young (two-thirds were
under 60 years of age). It is well known that the temporary or
permanent loss of employment as a result of a stroke will
almost inevitably hinder community reintegration. However,
the RNLI score only briefly and indirectly assesses return to
workwith its fifth item (i.e., I spendmost ofmy days occupied
in work activity that is necessary or important to me). In a
recent 2-year study in a similar setting (study which had been* Corresponding author. Service de Neurologie, CHU Amiens,
Place Victor Pauchet, F-80054 Amiens Cedex 1, France.
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Amiens University Medical Center, Amiens, France), my col-
leagues and I included 181 patients under the age of 60 (with
their written informed consent) who had worked before their
ischemic stroke or transient ischemic attack. Information
about return to work and well-being was obtained by a paper
questionnaire mailed to participants 1 year after their stroke
episode (the response rate was 58.5%, n Z 106). The pro-
portion of patients returning to work was 63% (nZ 67). The
patients’ characteristics as a function of the presence or
absence of return to work are listed in Table 1. In a stepwise
logistic regression, return to work was associated with the
severity of the patients’ neurological impairment on the Na-
tional Institutes of Health Stroke Scale [odds ratio
(OR) Z 0.86; 95% confidence interval (CI): 0.74e0.99;
pZ 0.037], the Hospital Anxiety and Depression Scale score
(ORZ 0.80; 95% CI: 0.69e0.92;pZ 0.003), and resumption of
driving (an another major contributor to poststroke patients’
autonomy; ORZ 12.2; 95% CI: 2.6e56.9; pZ 0.001). Obembe
et al’s findings are quite similar to our own and so additional
data from their clinical study would be interesting.
The second point relates to the absence of cognitive
screening in the study byObembeet al [1]. Although previous
studies have confirmed that stroke severity and depression
are the most robust predictors of return to work, it was
recently suggested that the initial cognitive severity of the
stroke was the best predictor after a first-ever ischaemic
stroke [2]. In patients with stroke, persistent cognitive
impairment affects about half of the survivors and is severe
enough to be qualified as dementia in about half of thesesociation Ltd. Published by Elsevier (Singapore) Pte Ltd. All rights reserved.
Table 1 Clinical and radiologic characteristics of ischemic stroke patients with and without return to work
All patients
(n Z 106)
Return to work
(n Z 67)
No return to work
(n Z 39)
p
Age (y) 48.0  9.5 48.6  9.2 47.1  10.0 0.450
Number (%) of males 63 (59) 41 (61) 22 (56) 0.684
mRS before hospitalisation 0.08  0.3 0.05  0.2 0.13  0.2 0.011
Ischaemic stroke 82 (77) 46 (69) 36 (92) 0.007
Transient ischaemic attack 24 (23) 21 (31) 3 (8) 0.007
Previous main risk factors
Hypertension 36 (34) 19 (28) 17 (44) 0.138
Diabetes mellitus 8 (8) 5 (7) 3 (8) 1.00
Hypercholesterolaemia 31 (29) 19 (28) 12 (31) 0.825
Active smoking 47 (44) 29 (43) 18 (46) 0.842
Alcohol consumption 12 (11) 8 (12) 4 (10) 1.00
CAD 5 (5) 3 (4) 2 (5) 1.00
PAD 4 (4) 2 (3) 2 (5) 0.624
Stroke/TIA 5 (5) 1 (1) 4 (10) 0.060
BMI  25 kg/m2 52 (49) 34 (51) 18 (46) 0.685
Chronic kidney disease 2 (2) 2 (3) 0 0.529
Initial clinical signs
NIHSS score at admission 3.6  5.6 1.7  2.8 6.7  7.6 <0.001
NIHSS score at hospital discharge 1.8  3.6 0.7  2.2 3.7  4.6 <0.001
MMSE scorea 28.2  2.4 28.7  1.6 27.1  3.4 0.064
Causes of ischaemic stroke
Atherosclerosis 50% 7 (7) 3 (4) 4 (10) 0.263
Cardioembolic 13 (12) 5 (7) 8 (21) 0.064
Lacunar 8 (8) 4 (6) 4 (10) 0.459
Undetermined 55 (52) 42 (63) 13 (33) 0.005
Other 12 (11) 5 (7) 7 (18) 0.117
Follow-up characteristics
NIHSS score 0.7  1.6 0.2  0.5 1.5  2.2 0.003
mRS 1.5  0.9 1.0  1.1 2.6  2.8 <0.001
Resumption of driving 76 (72) 60 (90) 16 (41) <0.001
HADS 15.0  9.6 12.7  8.1 18.9  10.7 <0.001
Anxiety 28 (26) 12 (18) 16 (41) 0.012
Anxiety subscore 7.9  4.7 7.3  4.4 8.9  5.1 0.104
Depression 18 (17) 5 (7) 13 (33) 0.001
Depression subscore 6.1  4.8 4.8  3.7 8.6  5.4 <0.001
Results are expressed as either the mean  standard deviation (for age and baseline NIHSS score) or as the number of patients and
percentage of patients in the group n (%).
BMI Z body mass index; CAD Z coronary artery disease; HADS Z Hospital Anxiety and Depression Scale; MMSE Z Mini Mental State
Examination; mRS Z modified Rankin scale; NIHSS Z National Institutes of Health Stroke Scale; PAD Z peripheral artery disease;
TIA Z transient ischaemic attack.
a Missing data (n Z 11).
3cases [3]. Hence, systematic screening for cognitive
impairment is now recommended at follow up. These con-
siderations are of great interest because poststroke vascular
cognitive impairment is still significantly underdiagnosed.
We consider that vascular cognitive impairment should be
characterised more thoroughly in clinical practice and that
clinical studies of poststroke community reintegration
should always include cognitive screening.
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